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. DEFICIENCY)
F 000 | INITIAL COMMENTS Foool _ o | 07i2211d
! € ! ' : “This Plan of Correction is prepared and
A standard recertification survey was conducted su.blm:tteg AmrEquited oy I%W‘ By _Sub_
06/29/10 through 07/01/10. Deficiencies were mitting this Plan of Correction, Heartland
cited, with the highest S/S being a "G".- . Villa Care & Rehabilitation Center does
F 322 | 483.25(g)(2) NG TREATMENT/SERVICES - F 322| not admit that the deficiency listed on this
§s=D; RESTORE EATING SKILLS form exist, nor does the Center admit to !
Based on the comprehensive assessment of a any .statements, findings, Tac{s' or con-
resident, the facility must-ensure that a resident clusions that form the basis for the alleged
who is fed by a naso-gastric or gastrostomy tube . deficiency. The Center reserves the rightjt
receives the appropriate treatment and services o challenge in legal and/or regulatory or
to prevent aspiration pneurnonia, diarrhea, - administrative proceedings the deficiency,
: vomiting, dehydralion, metaboiic abnormalities, tat ts. fact 4 - that i
and nasal-pharyngeal uicers and to restore, if statements, .ac 4D con(? US'OTS @
possible, normal eating skills. form the basis for the deﬁclency.
F322
) ) ) The facility will continue to ensure that 07/22/10
g;1|s REQUIREMENT is not met as evidenced resident's who are fed by naso-gastric -
Based on observatlon, interview and record oF ga§trostomy tube receive .the Hpn
review, it was determined the facility failed to propriate treatment and services to
ensure that one resident (#5), in the selected prevent aspiration pneumonia, diarrhea,
sampfe of 12, who was fed and received . vomiting, dehydration, metabolic
medications through a gastrostomy tube (G-tube), i abnormalities, and nasal-pharyngeal
received the appropiiate treatment and services '
" to prevent aspiralion. Observation revealed one ulcers and to restore, if possible, normal
nurse failed to check placement of the G-tube, eating skills. ,
prior to administration of medication. With respect to resident(s) affected by
Findings Include: the alleged deficient practice: Resident #5
A review of the facility's undated policy, "Enteral S a,SSESSEd by the Director of Nursing
: Nutrition" revealed for the continuously tubeé-fed Services (DNS) on 06/29/10. No neg-
- resident, placement should be tested every four ative outcomes were noted. The Treat-
to twelve hours and before medication ment Administration Record (TAR) was
administration. updated to reflect assessing/evaluating
An observation of a medication pass, on 06/29/10 placement of the gastrostomy tube prior
at approximately 3:40 PM, revealed Licensed to ‘
Practical Nurse (LPN) #4 administered
TITLE {X6) DATE

=N i

LABO(M Y DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
; : f/ m :h LS jzr*a fA)f

Any derciency slatement ending-wilh an aslerisk ({)‘denulas a dsficiency which the institullon may be excused from correcling providing It is determined that
other safeguards provide sufficient protection to Lhe patlents. {See instructions.) Except for nursing hames, the findings stated above are disclosable 0 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficlencles are cited, an approved plan of correclion Is requisite to continued

program particlpation,
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SS:Gl SIGNIFICANT MED ERRORS

tany significant medication errors.

y

| This REQUIREMENT is not met as evidenced
' by . ‘ -
Based on observation, interviews and record
raview, it was determined the facilily failed to
ensure one resident {#13), not in the selected
sample, was free from significant medication

at approximately 4:45 PM, with a physician's
order for Hy’drocodonelﬁ.ortab (narcotic) for pain
every four hours. The facility falled o obtain the
medication per ther established policy and
procedure for after hours delivery, The pain
medication was not recsived or administered,
until the next morning, on 06/11/10, at
approximately ;00 AM. Findings include:

'
L

| The facility must ensure that residents-are free of

- {errors. Resident #13 was admitted, on 06/10/10 ‘ '

trostomy tube. The Medication Admin-
istration Record (MAR) or TAR will reflect
assessing/evaluating placement of the

| gastrostomy tube prior to medication
administration.

performanée to ensure that solutions are
sustained: Nursing management will audit
MAR/TAR daily for three weeks o ensure
documentation of assessment prior to-
medicatibn administralion is completed.
Nursing Management will audit medication
administration

i
)

* With respect to how the facility will moniter’

(YD SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION (%5)
PREFIX 3 (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG °  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i , : DEFICIENGY)
F 322 | Gontinued From page 1 F 322| medication administration on 06/30/10. -
f | Clprofioxacin (anliblotlo) 500 milligrams, crushed | With respect to residents having the potent
| and mixed in water, via G-lube for Resident #5. tial to be affected by the alleged deficient |
U?N #4 did not check pigce-ment O.f the G-tube, practice: 07/01/10, residents TAR’ s were
1 prior to the medication administration.
e : - reviewed and updated to reflect
- An interview with LPN #4, on' 06/29/10 at assessing/evaluating placement of the
“approximately 5:25 PM, revealed she did not gastrostomy tube prior to medication
troutinely check G-tube placement with the administration. - ‘ o
“ administration of medications. G-tube placement ; : o ;
: was checked at the heginning of. each shift. LPN | with re_SpeCt to measures fo effect
{ #4 slated she should have checked placement, systemic changes to ensure the alleged . !
; prior to the administralion of the medlcauon deficient practice does not recur: LPN #4-
e it the Director of N was re-educated on 06/29/10 by the DNS ;
nlerview w e Director of Nursing, on to include administration of medication via:
06/29/10 at approximately 5:30 PM, revealed © :n;: k ) 2’8 ri‘:?n " :lont' 4
G-lube placement should be checked, prior to the gastrostomy tbe. All nurse re-saucation
administration of any medication. - was compieted by the DNS on 06/29/10,
F 333 483.25{m)(2} RESIDENTS FREE OF F 233| on medication administration via gas- 07/03/14
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F 333{ Continued From page 2 F 333| procedures per gastrostomy tube two

A review of the facilily's "Pharmacy Products and
Service Agreement”, dated 09/13/07 and the
facility's policy for "pharmacy telephone
numbersfhours and order cut off times", dated
10/45/05, revealed an agreement for the
'pharmacy to provide "prompt and thmely"
dsliveries to the facility. Deliveries would be
made within ohe hour before andfor after the
specified delivery time. In the event the _

i pharmacy failed to make a delivery as required,
the facility could obtain delivery of the medication -
from a {hird parly pharmacy provider or request
an emergency delivery of medication. The S
pharmacy hours of operation were identified as
8:00 AM untit 5:30 PM, with a order cut off at 5:30
PM and 8:00 AM until 3:30 PM on Saturdays, with
the cut-off time of 3:30 PM. After hours request
for delivery was made through the answering
service, In an emergency, the nursing staff .
checked the emergency kit and if the medicalion
was not available, the nurse shoutd communicate
with the pharmacy and inform the pharmacy of a
STAT situation and a special delivery would be
made. A prescriber or nursing staff member couid
request a special delivery. ;

"Resident #13 was admitted to the facllity on
., 08M0/10, from the hospltal setling, with
- diagnoses which included Lupus (autolmmune
i disease), Neutrophllic Ecerine Hydradenilis {skin
lesions), Chronic Low-Back Pain, Compression
Deformily of the Lumbar (L) 3 (fow back), and
Degenerative Joint Disease of the Spine al L4- L5
and L&-Sacrum {S) 1. Additional diaghoses
included Suspect Complex Tear, Degeneralive, of |
Pasterior Horn of Medial Meniscus {knee), Hp |
Tendonltis and Osteoarthritis of Multiple Joints, ! :
I
i

times per week for three weeks to ensure
.compliance. The results will be submitted
to the Performance Improvement Commit-
tee for review with recommendation and
ongoing monitoring as indicated.
‘Compliance date: 7/22/10
F333 The facility will continue to ensure
that residenis are free of any significant
medication errors.
With respect to resident(s) affected by the
alleged deficient practice: Resident #13
“was discharged home on 06/29/10.
With respect to residents having the poten
fial to be affected by the alleged deficient
practice; 07/01/10, a MAR to Medication
Cart audit was completed to ensure all
- medications were available In-house by th
DNS and Administrator,

L¢H)
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: medication would arrive in the next pharmacy
. delivery, at 8;00 PM. However, the pain

- | #13 stated that when he/she asked for pain

! get pain medication, when the pharmacy was
_located only an hour from the facllity. Resldent
. #13 described the pain he/she experienced while
i without the medication as, “sitting in a bed of hot

Areview of the Admission Nursing Assessment
dated 06/10/10, revealed the resident expressed
helshe was experiencing pain, had a pain history
and currenily received pain medicalion. A review
of the Medication Adminisiration Record (MAR),
dated June 2010, revealed no medications,
including pain medicatlons were adrnlmsiered to
Resident #13, on 06/10/10,

An interview with Resident #13, on 06/29/10 at ~
approximately 11:16 AM, revealed hefshe was
admiited to the facility from the hospital, on-
06/10/10 in the afternoon; The resident stated
she was in "terrible pain" and the nurses .

{unidentified} told him/her the prescribed pain

medication did not come and she did not receive
the medication until the next day. Resident #13
described the pain experienced as "worse than
sxcructating” and "unbearable”. Also, Restdent

medication, he/she felt helshe "was a pain to
them" (referred to staff). A (phone) interview with
Resident #13, on 07/01/10 at 1:45-PM, (the
resident was discharged on 06/29/10), revealed it
was difficulf to understand why it teok so long fo

coals” and stated hefshe, “didn’t sleep all night,
only dozed". The resldent also exprossed a
concern for “other old people who might not be

| getting their medications". oo
i
|

An interview with Licensed Practical Nurse (LPN).

| #3, on 07/01/10 al approximalely 9:00 AM,

revealed she admilled Resident #13, on 66/10/10,

" audit MAR’s daily for four weeks for timeli.

ic changesto ensure the alleged deficient
practice does not recur; All Licensed
Nurses have been re-educated on the
facility guideline (Quick Reference Guide;

QR®G) for medication not available to in- !

clude ardering of medications at fime of
admission and new orders, pharmacy cut
off times, CMA communicafion with
Licensed Nurse (LN), use of 24 hour re-
port, validation of medications ordered are
received, what to do when not received,
use of back up pharmacy, and notification
of the physician, completed on 07/03/10
by DNS. The Quick Reference Guide
{QRG) was laminated and placed In front
of sach MAR book for “medication not
available on 07/01/10. Nurse/CMA
orientation will include medication manage
ment with the QRG for medication not
avaiiable guideline,

With respect to how the facility will monltor
performance to ensure that solutions are
sustained: Nursing Management will '

ness of medication administration,
Nursing Management will review/audit all
new admissionf/readmissions for timely .

i defivery of meadications for four weeks.

An AD Hoc QA meeting was held on
07/07/10, with the Medical Director via
telephone. The resuits wili be submitted
to the Performance tmprovement (Pl)

i

1

{X4)1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION i (*5)
‘PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL- PREFIX - {EACH CORRECTIVE ACTION SHOULD BE j COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE . | DATE

: DEFICIENCY)
F 333 Continued From page 3 F 333: With respect to measures t6 effect system
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F 333

-] equivalent to the prescribed dosage. LPN#3

+Resident #13, but was sure hefshe experienced N
-pain, duetoa diagnoses of "Sp;nai Collapse”. I~

Continued From page 4

The facility received a faxed copy of the restdent'
medication orders, prior to Resident #13's arsival,
However, the facility awaited an actual copy of the
medications and then faxed the orderstothe
pharmacy. Additionally, the physician came to the
facility and wrote a prescription for Hydrocodone
(Lortab) 10/326 milligrams {mg) (two tableis) io
be administered every four hours. The medication
was not delivered as expected that day and thers
was no medicafion in the emergency box

stated Resident #13 was "continually in some
degree of pain”,

An {phohe} interview with LPN #2, on 06/30/10 at *
approximately 3:00 PM, revealed she worked ;
nights and pharmacy orders are usually deliverad
at approximately 12:00 AM (midnight) daily. She
accepted the deliveries and signed the delivery .
raceipt. LPN #2 stated Resident #13's
medications, to include the pain medication,
(Lortab) were not included in the delivery, the - -
evening of 06/10/10. LPN#2 stated she did not
recall any spedifics of pain experienced by .

| An Interview with the Assistant Director of Nursmg
: (ADON), on 07/01/10 at approximately 8:56 AM,
reveated she worked the 6:00 PM to 16:00 PM -

shifl, on 06/10/10. The ADON stated she could
not recall Resident #13's pain, but remembered
introducing herself {o the resident and giving the
"welcome speech”. The ADON stated she was
sure the resident's orders were faxed o the
Pharmacy, on 06/10/10 at 3:13 PM, because she
"looked at the fax log, on 07/01/1 0" '

An interview with the Director of Nursmg (DON)

committee for review with recommenda-
tions and be monitored for three months
through the Pl process and ongolng as |
indicated.

Compliance date: 7/22/10

(F 333
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F 3331 Continued From. page 5 .
on 07/01/10 at approximately 9. 00 AM, revea]ed
she did not know when Resident #13 actually
-1 recelved hisfher pain medication, but knew there
was no medicalion available for the resident, on
08/10/10,

A review of the pharmacy delivery receipt, daled
06/11/10 al 5:43 AM, revealad the defivery of
twelve (12) tablets of Hydrocodone 10/325, for
Resident #13.

F 425 | 483.80(a},{b) PHARMACEUTICAL SVC -

$8=G | ACCURATE PROCEDURES, RPH

"T'he facllity must provide routine and emargency
drugs and biologicals to its residents, or obtain
thern under an agreement deseribed in
§483.75(h) of this part. The facllity may permil - |
unlicensed personne] to administer drugs if State
law parmits, but oniy under the general
supervision of g licensed nurse,

A facility must provide pharmaceulical services
(including procedures that assure the accurate
acquiring, recelving, dispensing, and

| the needs of each resident. :
The facility must employ or obtain the services of
- a licensed pharmacist who provides consuitation
on all aspects of the provision of pharmacy

i services in the facllity. :

;| administering of all drugs and biologicals) to meet ! -

| This REQUIREMENT is not met as evidenced
by

| Based on mterv;ews and record reviews, It was
| determined the facility failed to provide

F 333:

F 425

‘Resident #11's physician and responsiblg

» 07122110
F425 The facility will continue to provide '

routine and emergency drugs and
biologlcaEs to its residents, or obtain them
under an agreement. The facility wilt .
provide pharmaceutical services to meet
the needs of each resident. The facility
will obtain the services of a licensed-
pharmacist who provides consultation on
all aspects of the provision of pharmacy
services in the facifity. -
With respect to resideni($) affected by the
alleged deficient practice: Resident #13 '
was discharged home on 06/28/10.

t

party notification of missed dose of hyper:
tensive medication and glaucoma sye
drop was completed on 07/01/10 by the |
DNS with no new ordefs recéived. .
With respect to residents having the
potential to be affected by the alleged
deficient practice: 07/61/10, a MAR to-
Medication cart audit was completed to

-FORM CMS-2567(02-09) Previous Versions Obsclate - Event 1D: 2CKZ 11
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| dispensing, and administering of alf drugs and

| from not having pain medications avaitable during :

facility failed to follow their established policy and

“unbearable". Additionally, the facilily falled to

' i hypertensive medicatlon at 8:00 PM and

pharmagceutical services {including procedures
that assure the accurate acquiring, receiving,

biologlcals) to meet the needs of one resident
(#11), in the selected sample of 12, and ona
resident (#13), not in the selected sample. The

procedures to obtain the needed medications in
the evént the medication was not Included in the
routine delivery. The facility failed to ensure
prescribed medications were availabe for -
administration for Residents #13 and #11.. The
facility failed to administer Resident #13's
prescribed pain medication on 06/10/10 at 8:00
PM, 08/11/1C at 12:00 AM and at 4:00 AM.
Resident #13 desaribed the pain experienced ;

this time period as "worse than excruciating” and

administer Resident #11's prescribed

 prescribed eye drop for the treatment of

Glaucoma, on 06/14/10.

Findings include:

. A review of the facility's "Pharmacy Preducts and

Sevice Agreement”, dated 09/13/07 and the
facility's policy for “pharmacy telephone
numbersthours and order cut off times", dated
10/15/05, revealed an agreement for the v
pharmacy to provide "prompt and timely"
deliverles to the faciiity. Deliverles would be

made within one hour before andfor after the i
specifiad delivery time. In the eventthe - . J
pharmacy failed to make a delivery as ‘required,

the facility could abtain dellvery of the medication
from a third party pharmacy provider or request

an emergency delivery of medication. The

(%4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION X5}
" PREFIX (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFI¥ {EACH CORRECTIVE ACTION SHOULD BE . . COMPLETION
. TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO$SS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) .
¥ 425 { Continued From page 6 F 425

ensure all medications were available in-
house by the DNS and Administrator.

With respect to measures to effect systemi
changes to ensure the alleged deficient
practice does not recur: All Licensed i
Nurses have been re-educated onthe |
tacility guideline (Quick Reference Guide; |
QRG) for medication not available to
include ordering of medications at time of ;
admisslon and new orders, pharmacy cut

off times, CMA communication with LN, s
use of 24 hour repart, valldation of med- ;
ications ordered and received, what to do ‘
when not received, use of back pharmacy,
and nolification of the physician, completec}
on.07/03/10 by DNS. Pharmacy '
completed re- education on 07/22/10, for |
LN/CMA's “Back to Basics™. The Licensed% .
Nurse receiving the delivered medicétions; -
from the pharmacy is to validate the
medications ordered that day were delwered .
and administered as ordered or initiates
medication not avallable guideline,

(J'

FORM CMS-2667{02-99) Previous Verslons Obsolete Evenl ID:2CKZ211

Facility ID: 100879 . If continuation sheet Page 7 of 13




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07115/2010
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECGTION

{X1) PROVIDERISUPPLIERICUIA
IDENTIFICATION MUMBER:

185399

(X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A. BUILDING COMPLETEDR
B. WING

0710172010

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

: Degeneralive, of Posterlor Horn of Medial

! he/she was experiencing pain, had a pain history
. and currently received pain medication. Areview |
i of ihe Medication Administration Record (MAR),

06/10/10 at approximately 4,45 PM, with
" diagnoses which included Lupus (autolmimune .
 disease}, Neutrophilic Eccrine Hydradenitis {skin

Resident #13, on 06/10/10.

madse. A prescriber or nursing staff member could | -

request a special delivery.

1. Resident #13 was adnitted to the facliity, on_

lesions}, Chronlc Low Back Pain, Compression
Deformily of the Lumbar (L) 3, and Degenerative
Joint Disease of the Spine at L4-L6and
L5-Sacrum (S} 1 (low back). Additional
diagnoses inciuded Suspect Cornplex Tear,

Meniscus {knee}, Hip Tendonitis and
Osteoarthritis of Multiple Joints.

A review of the Admission Nursing Assessment,
dated 06/10/10, ravealed the resident expressed

dated June 2010, revealed no medications,
including pain medications, were administered o

An interview with Resident #13, on 06/29/10 at
approximately 11:15 AM, revealed he/she was
admilted to the facllity from the hospital, on

06/10/10 in the afterngon, The resident stated

and monitored for three months through
the Pl Process and ongoing as indicated.
'| ‘Completion Date: 7/22/10

8005 US HWY 60 WEST
HEARTLAND VILLA CARE AND REHABI.LITATION CENTER LEWISPORT, KY 42354
(X410 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION L s
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL . - PREFIX {EACH CORRECTIVE ACTION SHOULD BRE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; . I TAG CROSS-REFERENCEL TO THE APPROPRIATE DATE
e DEFICIENCY)
F 425/ Continued From page 7 F 425} with respect to how the facility will monitor.
pharmacy hours of operation were identified as . .| performance to ensure that solutions are
8:00 AM until 5:30 PM, with a order cut off at 5:30 I e
! PM and 8:00 AM untii 3:30 PM on Saturdays, with . sustained: Validation of reconailiation of
 the cul-off time of 3:30 PM. Afler hours request medication delivery will be reviewed/audited
for delivery was made through the answering daity by Administrator/Nursing Manage-
service. In an emergency, nursing staff should ment for four weeks. An AD Hoc QA
check the emergency kit and If the medicalion , .| meeting was held 07/01/10 with the
was not avallable, the nurse should communicate . . . . ‘
with the pharmacy, inform the pharmacy of a  Medical Dlrec‘tor via telep hone,
STAT situation and a special delivery would be The results will be submitted to the PI
committee for review with recommendations
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} Resident#13, on 07/01/10 at 1:45 PM, (the

| medications and then faxed the orders to the

: defivery,.at 8:00 PM. However; the pain :
medication did not come and she dld not recelve ¢

-An Interview with Licensed Practical Nurse (LPN)

‘ revealed she admitled Resident #13, on 06/10/10,
. The facillty received a faxed copy of the resident's
't medication orders, prior to Resident #13's arrival,

-1 facHity and wrote a prescription for Hydrocodone

" (Lortab) 10/325 milligrams {mg) {two tableis) to

- be administered every four hotrs, The medication
| was not delivered as expected that day and there

she was in "terrible pain” énd the nurses
{unidantified) told him/her the prescribed pain
medication would arrive in the next pharmacy

the medication until the next day. Resideni #13
described the pain experienced as "worse than
excruclaling" and "tnbearable". Also, Resident
#13 stated that when he/she asked for pain
medication, hefshe felt he/she "was a pain fo
them" {referred to staff). A {phone) interview with

resident was discharged on 08/29/10), revealed it
was difflcult to understand why it took so long to
get pain medication, when the pharmacy was
located only an hour from the facility. Resident
#13 desciibed the pain helshe exper}enced while
without the medication as, . "sitling in a bed of hot
coals” and stated hefshe "didn't sleep all night,
only dozed".

#3, on 07/01/10 at approximately 9:00 AM,

However, the facilily awalted an actual copy of the '

pharmacy. Additionally, the physician came to fhe |

was no medication in the emergency box
equivalent te the prescribed dosage. LPN #3
stated Resident ##13 was "continually In some
degree of pain". LPN #3 stated the facllity had
experienced problems with late medication
deliveries .

'FGRM G4S-2567(02-96) Provious Versions Obselate ' Event 10; 2CKZH

Faclilty ID: 100679

If continuatlon sheet Page ¢ of 13




PRINTED: 07/15/2010

DEPARTMENT OF HEALTH AND RUMAN SERVICES B - FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
] AL BUILDING .
185399 B.WING 07/01/2010
MNAME OF PROVIDER O.R SUPPLIER STREE% ADDRESS, GITY, STATE, ZiP GODE

3005 Us HWY 60 WEST
LEWISPORT, KY 42351

HEARTLAND VILLA‘CARE AND REHABILITATION CENTER

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
4 . PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} - | Tag GROSS-REFERENGED TO THE APPROPRIATE DATE
' o DEFICIENCY)
F 425 Continued From page 9 , F 425

An (phone) interview with LPN #2, on 06/30/10 &t
approximately 3:00 PM, revealed she warked
nights and pharmacy orders were usually
delivered at approximately 12:00 AM (midnight)
daily. She aceepted the deliveries and signed the
delivery recelpt. ,LPN #2 staled Resident #13's
medications, to include the pain medication,
{Lortab) were not included in the delivery, the
evening of 08/10/10. LPN #2 stated she did not
recall any specifics of pain experienced by
1 Resident #13, but was sure hefshe experienced
pain, due to a diagnoses of "Spinal Collapse",

An interview with the Assistant Director of Nursing
{ADON]}, on 07/01/10 at approximately 8:55 AM, :
revealed she worked the 8:004PM to 10:00 PM < ’
. shift, on 06/10/10. The ADON stated she could
not recall Resident #13's pain, but remembered .
introducing herself to the resldent and giving the |- ~
"welcome speach”. The ADON stated she was
swe the residenl’s orders were faxed to the
.+ Pharmacy, on 06/10/10 at 3:13 PM, because she
: "looked at the fax log, on 07/01/10". The ADON
stated routine orders faxed to the Pharmacy were
" "l expected to arrive by 10:30 PM to 11:00 PM. ifa
resident required a pain pill the pharmacy was
informed that it was needed the same evening.
- Some medications were available in the
: emergency back-up, kept by the facility. She
stated the Pharmacy was getting medications
delivered, but "just nof quickly",

An interview with the Director of Nursing (DON),
on 07/01/10 at approximately 9:00 AM, revealed
she did not know when Resident #13 actually
recejved histher pain medication, but knew there . ‘ _
was no medication available for the resident, on : ST -
06/10/10 and the medications were deliverad on : :
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¢ AM and at 10:20 AM, reveaied the physician

. computer screen and deleted the order.
; Additionally, a call was received at the pharmacy

i General Manager stated, "for the same reason as i
- : before, a miss click", The pharmacy delivered the
i medication at 5:43 AM, on 08/1110. :

; 06/14/10 and printed at 5:51 PM, revealed orders

tesident's admission orders also included the

| PM.

Contfnued From page 10 .
06/11/10.

Areview of the pharmacy delivery receipt, dated
C6/11/10 at 5:43 AM, revealed the delivery of
twelve (12} lablels of Hydrocodene 10/325, for
Resident #13.

An intarview was conducted wilh the General
Manager of the Pharmacy, on 07/01/10 at 9:50

orders for Resident #13 was received by fax at
the Pharmacy, at 5:22 PM on 06/10/10. The cut
off time for receipt of ordered was 5:30 PM. The
General Manager stated he thought whoever
recelved the fax "miss clicked” something on the .

from the facility, at 11:36 PM on 06/10/10,
requesting the madication from the back up
pharmacy. However, the back up pharmacy did
not receive the notice, unth 2:30 AM. The

2. Resident #11 was admitted lo the facility
06/14/10 with diagnoses fo include Congestive
Heart Failure, Hypertension, and Glaucoma. A
review of Resldent #11's admission orders, dated

for Hydralazine Hydrochloride {HGL) {treats high
blood pressure} 50 milligrams (mg) by mouth

three times a day, scheduled to ba given at 8:00 |
AM, 1:00 PM, and 8:00 PM for hypenriension. The |

medication Lumigan (treats Glaucoma) 0.03%
ophthalmic to be administered everyday, at 8:00

F 425

-
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: unable to administer the medications for Resident

1 nurse regarding the unavaiabliity of the

" pharmacy's failure to ensure delivery of
medications was delivered in time, for the 8:00

. for Resident #11, at 4:57 PM on 06/14/10. The
delivery of the medication was made, at 12:22 AM

Continued From page 11

A review of Residant 11's Medicatlon
Adminlstration Record, for June 2010, revealed
the Hydralazine HCL 50 mg nor the Lumigan
0.03% was administered, on 06/14/10 at 8:00 PM.

An interview with the Cerllfled Medication
Technician {CMT) #1, on 07/01/10 at 135 PM,
revealed the pharmacy did not deliver the
medicatioris on 06/14/10 and therefore, she was

11, CMT #1 slated she informed the charge

medications. CMT #1 also stated the facllity had
experienced frequent problems due to the

PM medication pass.

An interview with the Licensed Practical Nurse
(LPN) #1, on. 0701110 at 2:05 PM, revealed she
faxed Resident 11's medication orders lo the
pharmascy, on the afternoon of 06/14/10. She
indicated on the fax the fact the restdent was a -
new admission and requested the pharmacy send :
the medications early. LPN#1 stated the :

pharmacy frequently failed to deliver medications |
-1 timely, with deliveries from the pharmacy usually
~oceurring between 10:30 P and midnight.

An interview with the General Manager of the
pharmacy, on 07/01/10 at 2:30 PM, revealed the
pharmacy received the faxed medicalion arders

on 08/15/0. The General Manager stated the
pharmacy attempted to work with the facility to
ensure medications were delivered to meet the
resident’s needs, If medications were unavatilable
to be administered, he believed It would be the

F 425
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responsibillty of the lcensed nursing staff to
determine If the medication was essential and
- notify the physician or call the pharmacy back,
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“This Plan of Carrection is prepared and

A Life Safety Code survey was initiated and submitted as required by law. By sub-
conducted on 07/07/10 to determine the facility's ittina this Plan of C o st
compliance with Title 42, Code of Federal mitting this Plan of Correction, Heart-

Regulations, 482.41(b) (Life Safety from Fire) and _ land Villa Care & Rehabilitation Center
found the facility not in compliance with NFPA does not admit that the deficiency listed
101 Life Safety Code 2000 Edition. Deficiencies on this form exist, nor does the Center
\:eDre cited with the highest deficiency identified at admit to any statements, findings,
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD k144  facts, or conclusions that form the basis
$8=D ‘ for the alleged deficiency. The Center
Generators are inspected weekly and exercised reserves the right to challenge in'legal
under load for 30 minutes per month in and/or regulatory or administrative
accordance with NFPA 99.  3.4.4.1. ' proceedings the deficiency, statements]
facts, and conclusions that-form the
basis for the deficiency.”
K 144 The facility will continue to test
the emergency generator weekly per
NFPA 99.3.4.4.1.
With respect to resident(s) affected by
_ the alleged deficient practice: No
This STANDARD is not met as evidenced by: negative outcomes noted.
Based on record review and staff interview . With respedt to residents having the '

conducted on 07/07/10, it was determined the
facility failed to exercise the generator under load
for 30 minutes per month as required by NFPA

potential to be affected by the alleged
deficient practice: Maintaince Director

99, 3.4.4.1. ensured the facility monitoring system
‘ supported the efficacy of the generator,
A review of the emergency generator log on under full load with a'15 minute cool
07/07/10, at 1:30 PM revealed the generator was . i
exercised under load for 15 minutes per month down period.
and not 30 minutes per month as required by
NFEPA.
An interview conducted with the Maintenance
Director.on 07/07/10, at 1:35 PM revealed he did
not realize the generator had to be exercised for
' LABORATQRY DJRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE : " (X6) DATE

M QJW Awuf""’ : A//hm‘n JLSA"@-)[D/ 7";‘:} =i

Any deficlency statement ending with an asterisk (*) denotes a deﬁcléﬁ:y which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficlent protection to the patients. (See insiructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correclion are disclosable 14
days following the date these documents are made available to the facility. If deficlencies are cited, an approved plan of correction is requisite to continued-

program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:2CKZ21 Facility ID: 100679 ' If continuation sheet Page 10f2




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/20/2010
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0238-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIELE CONSTRUCTION (X3) DATE SURVEY
ANO PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 04
8. WING
183399 07/07/2018
NAME OF PROVIDER GR SUPPLIER $TREET ADDRESS, CITY, STATE, ZIP CODE ’
8005 US HWY 60 WEST
HEARTLAND VILLA CARE AND REHABILITATION CENTER
) - LEWISPORT, KY 42354
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES” . D PROVIDER'S PLAN OF CORREGTION o5
PREFIX {EAGH BEFICIENCY MUST BE PRECEDED BY FULL _ PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETICN
TAG REGUELATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. With respect to measures to effect systemis
K 144 | Continved From page 1 K144 P 5

at least 30 minules per month under load.

3 'Comp!iance Date - 7i22M0

changes to ensure the alleged deficient
practice does not recur: 7/7H0, the full
foad cycle timer was re-adjusted to run 30
minutes in addition to a 15 minute cool
down cycle. On 07/7/10 the maintance
director was educated on NFPA 99,
generator inspection and load testing by
Administrator. ’

With respect to how the facility will monitor
performance to ensure that solutions are
sustained: The Maintenance Director or
Environmental Services Director will
monitor/record the manthly test. The result
will be submitted to the Performance
improvement {P{) committee for review with

(2}

recommendations and be monitored for
three manths through the Pl process and
ongoing as indicated.

7122110
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